A 30-year-old woman attended our pain clinic with history of swelling and pain over the medial aspect of right foot [ Figure 1a and b]. The swelling gradually increased in size over a period of 4 months. She had a similar type of swelling at the same site which was surgically removed 2 years back. On examination, a 9 cm × 5 cm loculated swelling was noted on the medial and plantar aspect of the right foot with a 3-cm scar. There was loss of flexion of great toe and claw deformity of the second toe. The pain was sharp, aching, nonradiating in nature which was getting exaggerated on movements. It was associated with tingling sensation and not radiating to any other area. She had reported her pain as 5/10 at the time of presentation (day time) and 10/10 during night rated on 11-point numerical rating scale (NRS) score. She received medical treatment including paracetamol, ibuprofen, and gabapentin but without much relief. The patient has no history of other medical comorbidities. Blood investigations were unremarkable. Magnetic resonance imaging showed a large (9.7 cm × 5.5 cm), well-defined elongated soft tissue mass with cystic changes and encasing flexor tendons of foot as wells as plantar aponeuroses. The lesion was surrounding the first, second, and third metatarsals along with large extraosseous component involving plantar interosseous muscles. Flexion deformity of the second digit was seen due to encasement of flexor digitorum longus tendon. Histopathological examination of the needle core biopsy specimen confirmed the diagnosis of recurrent schwannoma.
The tumor mass and pain were noted in the distribution of the dermatome supplied by medial plantar (L4, L5), lateral plantar (S1, S2), and saphenous (L3, L4) nerves. We decided to perform selective posterior tibial nerve (PTN) and saphenous nerve (SN) blocks to interrupt the pain cycle. Management plan was discussed with the patient, and informed and written consent was obtained. In the procedure room, intravenous cannula and basic American Society of Anesthesiologists monitors were attached. She was placed in supine position with the right leg flexed at knee, abducted, and externally rotated with a pillow under the leg to be blocked. Selective PTN and SN were blocked under all aseptic precautions. A high-frequency linear transducer (8-13 MHz) was placed transversely, slightly cephalad and posterior to the medial malleolus [ Figure 1c ]. The posterior tibial vessels were identified, and PTN was located posterolateral to artery. A 5-cm 21-G needle (Stimuplex ® A, B. Braun Melsungen AG, Germany) was inserted in-plane until the tip penetrated the paraneural sheath. Five milliliters of local anesthetic (LA, 0.25% ropivacaine) and 4 mg of dexamethasone was injected [ Figure 1d ]. In addition, subcutaneous ring of LA (5 ml) infiltration was given at the level of medial malleolus with a 1.5-inch, 26-G hypodermic needle to block the SN. Within 5 min of nerve block, her pain score decreased to 0/10. Oral medicines were tapered on weekly follow-up, after which the patient was taken up for wide local excision of the tumor.
In schwannoma, pain in the involved area is mainly due to mass effect and direct involvement of the nerve and surrounding tissue. [3] Early intervention (peripheral nerve blocks) can be highly effective and ease the pain by offering immediate as well as longer-term relief. It can be used as the sole or even the principal treatment. PTN block has been used before for the management of painful calcaneal spur and neuropathic foot pain due to sarcoidosis. [4, 5] With the help of basic anatomical knowledge and ultrasound-guided site-specific selective peripheral nerve blocks (PTN and SN), we could offer significant pain relief to our patient and improvement in her quality of life.
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Rising Violence against Doctors: Can Competency-Based Medical Education through Its Competencies in Palliative Care
Offer a Solution?
Sir, The workplace violence against doctors is a global phenomenon. It is often difficult from the literature to understand its true incidence. The World Health Organization (WHO) has come out with physical violence rates against healthcare workers, in general, as between 8% and 38%, [1] but nothing specific to medical practitioners. Besides, the available data showed wide variations depending on the area of practice and characteristics of the patient attended. [2] We are all aware of the recent brutal attack by patients' relatives in one of the hospitals in Kolkata, which later prompted a nationwide strike by doctors, demanding better working conditions. Here, the victim was a junior doctor, which was often the case with such incidents. It would be junior doctors who would often bear the brunt of such violent acts since the probability of them being on-call or duty would be higher compared to senior consultants, and hence, a higher chance of being physically present in the hospital. When we recently did a survey among house surgeons in our college, 46% of them were of the opinion that junior doctors were often the soft targets in such crimes. In our survey, there was also a question asking whether knowledge in palliative care would equip them to manage caregivers, especially those looking after older people. To our amazement, 29% were strongly affirmative while 43% opted that it might equip them to handle situations better. The reasons they pointed out were that knowledge in palliative care would help in developing good communication skills and also would help develop the quality of empathy among doctors. On further evaluation, we came to realize that these reasons were put forward by those house surgeons, who had completed their palliative care postings -in our medical college, house surgeons get 1 week palliative care posting as a part of their compulsory rotatory residential internship in the Department of Community Medicine.
In this context, the Editorial of your 25 th volume, issue 3 becomes very relevant. As mentioned by Rao, [3] the inclusion of palliative care competencies in the curriculum of newly introduced Competency-Based Medical Education (CBME) for MBBS students is definitely a step taken toward right direction. However, the question remains that how many of
